is unknown and frequently unmentioned. In view of this evidence, and to adequately assess renal history and deal with remaining uncertainties, a systematic follow-up by a nephrologist with adequate renal function assessment may be required.
Beyond research, early and prolonged follow-up by a nephrologist in ICU patients with AKI is mostly theoretical or supported by evidence with a high risk of bias. Although the bulk of ICU-acquired AKI is believed to be multifactorial, specific causes of AKI are often seen in ICU patients and may require specific diagnostic testing or management. Some of these aetiologies, such as postinfectious glomerulonephritis or acute interstitial nephritis, are probably underestimated, and assistance from a nephrologist should be sought more frequently. The benefit from such early nephrologist involvement has been suggested by low level evidence studies [10] . In some countries, their help might also be required to select an adequate renal replacement modality and run intermittent haemodialysis, the latter limiting need for anticoagulation, limiting costs and performing better in subgroups of patients without shock [11, 12] . Finally, they may participate in ICU multidisciplinary daily rounds, increasing quality and safety as suggested by guidelines from the European Society of Intensive Care Medicine [13] . Later during the ICU stay, at the time of ICU or hospital discharge, their help might be required in assessing residual function, identifying high-risk patients and selecting subgroups of patients in whom renal recovery might deserve to be more clearly assessed. Finally, a nephrologist will obviously be the best-suited clinician to arrange for a proper follow-up, most conveniently through an outpatient nephrology clinic. Although input of a nephrologist is to a large extent speculative, there is some evidence that suggests an improved survival rate associated with de novo follow-up by a nephrologist in survivors of AKI [14] .
Why hesitate?
First, because of the remaining uncertainty regarding validity and the magnitude of the practical benefits. However, in closed ICU models prevailing in European countries, we did not wait for randomized controlled trials to involve surgeons, cardiologists or infectious disease physicians when needed. The increasing and remarkable incidence of acute kidney injury is another obvious limit, and nephrologists may not be able to follow all AKI patients. However, this point, although valid, certainly needs to be tempered down by the 40% mortality observed at 1 year in patients with moderate to severe AKI [6] . Finally, there is concern about the costs associated with nephrology follow-up. An important limitation of a systematic follow-up by a nephrologist will also be dictated by the healthcare system priorities and sustainability of this strategy. All these limits are valid and may be adequate counterarguments.
However, debating whether nephrology consultation in AKI patients may be required may be perceived as intentional blindness toward current evidence:
• Acute kidney injury is an important issue from the point of view of the patient as well as the healthcare system.
• Long-term consequences of AKI are frequently underestimated and follow-up of AKI patients may certainly be improved.
• We are in urgent need of pragmatic and efficient strategies limiting both short-term and long-term consequences of AKI.
• Early and prolonged nephrology follow-up is a promising non-pharmacological strategy that may increase long-term survival and limit progression toward chronic kidney diseases.
Even with previously mentioned limits in mind, it is time to advocate an early consultation with further systematic follow-up by a nephrologist as the current best solution (Fig. 1) . That said, trials assessing overall benefits of such follow-up are urgently needed. Such studies may help to stratify risks, evaluating costs and validating the strategy also in the light of patient-centred outcome and distributive justice. In the meantime, long-term followup by intensivists or general practitioners is certainly warranted. At hospital discharge planning further evaluation in patients having an episode of AKI is necessary. This should at least include a serum creatinine measurement 6 months to 1 year after the ICU stay [15] . 
